1. Introduction {#s0005}
===============

It is now widely accepted that the irreversible injury of the heart which occurs during reperfusion after a prolonged period of ischemia is mediated, at least in part, by opening of the mitochondrial permeability transition pore (mPTP) [@bb0005], [@bb0010]. This starts after about 2 min of reperfusion [@bb0015], [@bb0020] and coincides with the intracellular pH (pHi) returning to pre-ischemic values from the low values (\< 6.5) that are reached after prolonged ischemia and which inhibit mPTP opening [@bb0025]. Opening of the mPTP not only compromises cellular bioenergetics, thus impairing the re-establishment of pre-ischemic levels of ions such as calcium, but also causes mitochondria to release reactive oxygen species (ROS) [@bb0030], [@bb0035]. The resulting increases in ROS and \[Ca^2+^\] induce further mPTP opening and bioenergetic compromise leading to a spreading wave of necrotic cell death that produces the infarct [@bb0005], [@bb0040]. Pharmacological inhibition of mPTP opening by cyclosporin A (CsA) [@bb0045], sanglifehrin A [@bb0050] or cinnamic anilides [@bb0055] can protect hearts from ischemia/reperfusion (IR) injury as can ischemic preconditioning (IP) and post-conditioning, both of which also inhibit mPTP opening [@bb0005], [@bb0040].

Although the precise molecular composition of the mPTP remains uncertain [@bb0010], [@bb0060], [@bb0065], it is well established that increases in matrix \[Ca^2 +^\] trigger mPTP opening and that its sensitivity to \[Ca^2+^\] is greatly enhanced by oxidative stress, elevated phosphate and decreased matrix adenine nucleotides [@bb0005]. These are all conditions associated with IR. Indeed, the combination of increased matrix \[Ca^2+^\] with oxidative stress is now widely regarded as the main trigger for mPTP opening during early reperfusion [@bb0005], [@bb0010]. Oxidative stress within the matrix is an especially attractive candidate since this overcomes the powerful inhibitory effect of adenine nucleotides on mPTP opening leading to a profound increase in Ca^2+^ sensitivity [@bb0070]. Furthermore, several studies, including our own, have shown oxidative stress to increase during reperfusion and to be greatly attenuated by a variety of protocols that induce cardioprotection including IP [@bb0075], [@bb0080], temperature preconditioning (TP) [@bb0085], urocortin [@bb0090], apomorphine [@bb0095], ischemic post-conditioning [@bb0100] and sequential exposure to isoproterenol and adenosine [@bb0105]. However, it is also well established that increased superoxide production can occur as a consequence of mPTP opening [@bb0030], [@bb0035], caused in part by the loss of cytochrome *c* and NADPH from the mitochondria, both of which are important for ROS scavenging [@bb0030], [@bb0110]. Thus, it is important to establish whether increased levels of ROS precede mPTP opening during early reperfusion or occur later as a consequence of mPTP opening.

Recently, Murphy, Krieg and colleagues have presented extensive data to implicate superoxide production from the matrix surface of Complex I early in reperfusion as a key player in IR injury [@bb0115], [@bb0120], [@bb0125], [@bb0130]. They propose that this superoxide production occurs because succinate accumulates in the heart during ischemia and is rapidly oxidised by reverse electron flow (REF) at the start of reperfusion. This induces a highly reduced state of the ubiquinone binding site on the matrix face of Complex I that drives superoxide production [@bb0115]. Here we critically assess the role of succinate-mediated superoxide production from Complex I in IR injury and conclude that it is unlikely to be the primary trigger of mPTP opening in the early phase of reperfusion and which is modulated by IP. Rather, we suggest that it is elevated \[Ca^2+^\] that initiates mPTP opens on reperfusion and that IP attenuates other factors that sensitise the mPTP to \[Ca^2+^\], including the well-established dissociation of hexokinase 2 (HK2) from its mitochondrial binding site that occurs during ischemia [@bb0135], [@bb0140], [@bb0145]. However, substantial ROS production does occur later in reperfusion as a consequence of initial mPTP opening, and this leads to further pore opening and an expanding area of necrotic cell death that forms the infarct. Cardioprotective protocols such as IP prevent HK2 loss from mitochondria during ischemia and so prevent both phases of mPTP opening.

2. Does mitochondrial superoxide production precede mPTP opening during reperfusion? {#s0010}
====================================================================================

2.1. ROS measurements {#s0015}
---------------------

The American Heart Association has recently published a "Scientific Statement" on the measurement of ROS species which provides a comprehensive review of the available methods, their limitations and what combined approaches are recommended for particular situations [@bb0150]. As this article makes abundantly clear, measurement of ROS species is not straight forward, and although many different methods can be used, each approach is fraught with potential pitfalls for the unwary. Some of these issues are noted in the discussion below, but the main focus of this section is to provide a critical review of the data relating the time course of ROS formation in the ischemic/reperfused heart to the time course of mPTP opening.

### 2.1.1. Studies using isolated cardiac myocytes {#s0020}

Studies using isolated adult cardiac myocytes subject to simulated ischemia and reperfusion have provided evidence that ROS production precedes mPTP opening and cell death [@bb0115], [@bb0155], [@bb0160], [@bb0165]. However, to simulate ischemia, these studies employed bicarbonate-free media and anoxia together with low pH, with or without the addition of [l]{.smallcaps}-lactate, followed by return to normal medium (still bicarbonate free) to mimic reperfusion. In such studies, the cardiomyocytes are usually quiescent or at best stimulated to beat at very low frequency and it is questionable whether these conditions adequately reproduce those occurring in the intact ischemic/reperfused heart. In the beating perfused heart there will be a much higher metabolic turnover and Ca^2+^ cycling rates than in isolated cardiac myocytes with the consequence that mitochondria will be in a different redox and bioenergetic state. This may reduce both their ability to accumulate Ca^2+^ and produce ROS. Furthermore, the concentration of myocytes in the heart, and their complex interactions with each other and endothelial cells, cannot be adequately reproduced when using isolated myocytes for fluorescence microscopy. Nor can the build-up and subsequent washout of metabolites that occurs in the ischemic reperfused heart, while the absence of bicarbonate will disrupt normal pH regulatory mechanisms. In addition, the studies with cardiac myocytes [@bb0160], [@bb0165] generally used much longer periods of simulated ischemia than are routinely employed in studies with the perfused heart and thus are difficult to compare with data obtained using the ischemic/reperfused heart. A more recent study using dihydroethidium (DHE) as the superoxide-sensitive dye has measured ROS production after 1--2 min of simulated reperfusion [@bb0115], but major concerns have been expressed over the use of DHE as a ROS probe, both in terms of whether the fluorescent species monitored really detects superoxide [@bb0170] and its sensitivity to changes in mitochondrial membrane potential [@bb0175] as discussed further below ([Section 2.1.2](#s0025){ref-type="sec"}). For these reasons, we suggest that any conclusions drawn from isolated cardiomyocyte experiments must be treated with caution, especially where they differ those obtained using the perfused heart.

### 2.1.2. Studies using the perfused heart {#s0025}

Measurements of ROS production/oxidative stress have been made in the ischemic/reperfused heart, but the majority of these studies lacked the time resolution to establish whether ROS increases before or after mPTP opening. Thus determinations of protein carbonylation [@bb0075], [@bb0080], [@bb0085], [@bb0095], [@bb0100], [@bb0105], [@bb0120], protein thiolation [@bb0180], lipid peroxidation [@bb0185], [@bb0190], [@bb0195] and aconitase activity [@bb0115] have all clearly demonstrated that oxidative stress does occur during reperfusion, but do not provide information on whether there is a significant increase in ROS within the first minute or two, prior to initial mPTP opening. The same is true for the measurement of mitochondrial superoxide using the mitochondrial targeted hydrogen peroxide probe, mito B, assayed using mass spectrometry of freeze clamped tissue. Here the earliest time point reported was at 15 min [@bb0115], [@bb0120]. More rapid detection of increased ROS production has been obtained using hearts perfused with the electron paramagnetic resonance (EPR) free radical probe 5,5-dimethyl-1-pyroline-n-oxide (DMPO) where peak concentrations of radical formation were detected after 10--20 s of reperfusion followed by a gradual decline over the next 1--2 min [@bb0200]. It was demonstrated that these radicals were derived from superoxide since reperfusion in the presence of enzymatically active recombinant human superoxide dismutase (SOD) markedly reduced the formation of the relevant EPR signals while inactive SOD had no effect. However, the effect of SOD implies that the location of the superoxide detected was extracellular since otherwise it would not be attenuated by membrane-impermeable SOD. In a separate set of experiments in which hearts were rapidly freeze-clamped and endogenous radicals measured using EPR, a similar time course of radical formation was detected [@bb0205] which is more likely to reflect intracellular superoxide formation over this time period. Indeed, measurements of the reversible glutathionylation of glyceraldehyde 3 phosphate dehydrogenase did detect an increase within 1 min of reperfusion after 30 min ischemia [@bb0210]. The luminescent probe lucigenin (*N*,*N*′-dimethyl-9,9′-biacridinium dinitrate) also detected increases in superoxide within a minute or so of reperfusion, but these only reached a peak at about 5 min [@bb0175] which is after mPTP opening [@bb0015], [@bb0020]. It has been suggested that the positive charge on this probe may lead to its preferential uptake and retention by mitochondria and some evidence for this has been presented [@bb0175]. However, others have argued that its permeability into cells is an issue and that a significant proportion of the signal may represent extracellular superoxide production [@bb0150].

Surface fluorescence of the Langendorff-perfused heart has also been used to monitor ROS production in real time during IR. There are significant problems associated with this approach including motion artefacts, internal filtering of the incident and emitted light by cytochromes, flavoproteins and myoglobin, and autofluorescence by NAD(P)H and flavoproteins. We have discussed these issues more fully elsewhere [@bb0035]. Of particular concern is that both autofluorescence and internal filtering change dramatically in the transition between normoxia and ischemia as myoglobin becomes deoxygenated and the cytochromes and flavoproteins become reduced. Although these effects rapidly reverse on reperfusion, it is only when this process is complete that reliable conclusions can be drawn from the crude fluorescent signals. This is a particular problem for dihydroethidium (DHE) which has been employed as a superoxide-specific fluorescent probe in several perfused heart studies [@bb0175], [@bb0215], [@bb0220], [@bb0225], [@bb0230], [@bb0235], [@bb0240], [@bb0245], [@bb0250]. DHE itself is not fluorescent but once oxidised by superoxide to 2-hydoxyethidium it fluoresces at \> 600 nm when excited at \~ 535 nm. Unfortunately, this makes the probe especially sensitive to changes in myoglobin oxygenation and the redox state of cytochromes. Indeed, such effects probably account for the very rapid increase and decrease in fluorescence seen upon ischemia and reperfusion respectively [@bb0215]. This makes it very difficult to assess whether rapid changes in ROS are occurring early in reperfusion. Additional concerns have been expressed over the use of DHE as a ROS probe, both in terms of whether the fluorescent species monitored reflects superoxide [@bb0150], [@bb0170] and its sensitivity to changes in mitochondrial membrane potential [@bb0175]. Nevertheless, in the perfused heart slower increases in signal are seen after about 3--4 min of reperfusion that are prevented by IP [@bb0215] and would seem likely to reflect changes in ROS as revealed by our own studies with alternative probes described below.

We have recently published extensive data from experiments in which we continuously measured ROS production in the beating heart subject to IR using a bespoke surface fluorescence apparatus to monitor the surface fluorescence at multiple wavelengths with high time resolution [@bb0035]. Simultaneous measurements were made of hemodynamic function together with surface reflectances at both the excitation and emission wavelengths of all probes used. The latter measurements allowed monitoring of potential artefacts caused by changes in surface geometry (such as occurs during ischemic contracture), although in the optical configuration employed it was found that such artefacts were minimal. We also determined the fluorescence emission spectra for each dye loaded within the heart at various times of ischemia and reperfusion to assess the effects of internal filtering caused by myoglobin, cytochromes and flavoproteins. These measurements revealed that all fluorescent probes were likely to be subject to interference by internal filtering during the first 10--15 s of ischemia and reperfusion, although the use of the ROS-insensitive dye, calcein, monitored under the same conditions, allowed some estimate of these effects to be made. Measurements after 10--15 s of reperfusion were not subject to major artefacts and thus provided robust data. Three different ROS probes were employed to detect changes during reperfusion in control hearts and those subject to IP. These were 5-carboxy-2′,7′-dichlorodihydrofluorescein diacetate (5-cH~2~DCFDA), a generic ROS probe whose exact specificity is uncertain [@bb0255], and two caged boronate probes that are specific for hydrogen peroxide: Peroxy-Orange 1 (PO1) which measures primarily cytosolic hydrogen peroxide and Mitochondria Peroxy-Yellow 1 (MitoPY1) that is targeted to mitochondria. In parallel we measured aconitase activity in mitochondria isolated after 90 s reperfusion as an additional indicator of mitochondrial ROS. As shown in [Fig. 1](#f0005){ref-type="fig"}, both 5-cH~2~DCFDA and PO1 revealed a similar pattern of ROS production; in both cases no significant increase in ROS was detected until after about 1.5--2 min of reperfusion. By measuring the loss of calcein entrapped within the mitochondria we confirmed that this was after mPTP opening had occurred [@bb0035]. The progressive increase in ROS observed after about 2 min of reperfusion was attenuated by both IP and CsA which also reduced infarct size and inhibited mPTP opening as detected previously using mitochondrial 2-deoxyglucose entrapment [@bb0260] and more recently with calcein entrapment [@bb0035]. Thus our data with both 5-cH~2~DCFDA and PO1 suggest that these probes only detected ROS production after initial mPTP opening. We were also unable to detect any increase in mitochondrial ROS at 90 s of reperfusion using either the mitochondria-targeted hydrogen peroxide probe MitoPY1 or aconitase activity measurements [@bb0035]. As noted before, both aconitase activity and the superoxide probe mitoB did detect an increase in mitochondrial ROS after 15 min reperfusion [@bb0115], but again this is after mPTP opening and thus may well be a consequence of mPTP opening rather than a primary cause.Fig. 1Time course of ROS production measured using surface fluorescence in the Langendorff-perfused heart subject to ischemia and reperfusion. Both control and IP hearts were pre-loaded with either 5-cH~2~DCFDA as its di-(acetoxymethyl ester) or PO1 and then subject to 30 min index ischemia followed by reperfusion for the time shown. Data are expressed as means ± SEM (error bars) for 6 (5-cH~2~DCFDA) or 9--11 (PO1) separate heart perfusions and are taken from [@bb0035] where further details may be found. Significant differences between control and IP hearts, calculated by unpaired *t*-test, are shown by horizontal lines (\**p* \< 0.05; \*\**p* \< 0.01).Fig. 1

Overall, we suggest that ROS probes such as DHE, DMPO and lucigenin that report increases in ROS levels within the first minute of reperfusion are probably not detecting ROS within the mitochondria. As such they provide no strong evidence for IP-sensitive increases in superoxide within the mitochondrial matrix early in reperfusion that could stimulate mPTP opening. It may well be that some of these probes are responding to either extracellular or cytosolic superoxide produced by enzymes such as NADPH oxidase, uncoupled nitric oxide synthase, monoamine oxidase and xanthine oxidase [@bb0265], [@bb0270], [@bb0275], [@bb0280]. Cytosolic superoxide is likely to be rapidly scavenged by SOD, glutathione peroxidase and glutathione reductase [@bb0285], [@bb0290] before it can enter the mitochondrial matrix as suggested by the rapid increase in glutathionylated proteins such as glyceraldehyde 3 phosphate dehydrogenase [@bb0210].

2.2. Effects of ROS scavengers {#s0030}
------------------------------

If an increase in mitochondrial superoxide production in the matrix is a key trigger for mPTP opening early in reperfusion, then intramitochondrial ROS scavengers (reviewed in [@bb0295]) should be cardioprotective. Mitochondria-targeted Szeto-Schiller peptides (also known as Bendavia) do reduce ROS production by isolated mitochondria [@bb0300] and are mildly cardioprotective in some models of IR injury [@bb0290], [@bb0300], [@bb0305], [@bb0310], [@bb0315], [@bb0320]. However, exactly how these agents work is unclear since they do not act as scavengers of defined reactive oxygen species produced *in vitro* [@bb0300] and thus are not acting as true ROS scavengers. The mitochondria-targeted ubiquinone derivative MitoQ is an established superoxide scavenger [@bb0325] and there is a single report of its ability to protect hearts from IR injury [@bb0330]. However, these data were obtained in a whole animal model in which rats were treated for 14 days with MitoQ in their drinking water before induction of myocardial ischemia. Thus, it cannot be ruled out that cardioprotection was secondary to longer term effects of MitoQ and not directly *via* mitochondrial ROS scavenging in the heart itself. Indeed, studies from this laboratory failed to demonstrate cardioprotection by MitoQ in the Langendorff-perfused heart [@bb0335]. Furthermore, in the many studies that have investigated the potential cardioprotective effects of a range of ROS scavengers during reperfusion, most have proved relatively ineffective at preventing IR injury in both the clinical setting and *in vivo* or *ex vivo* animal models of IR (reviewed in [@bb0340], [@bb0345]). Nevertheless, transgenic mice overexpressing either catalase or glutathione peroxidase are somewhat resistant to IR injury [@bb0350], [@bb0355].

The lack of effect of some ROS scavengers may be partially explained if ROS also play a role in cardioprotective signalling pathways as has been suggested [@bb0345], [@bb0360]. However, even in those cases where ROS scavengers do provide cardioprotection, it does not follow that this is the result of an inhibition of the initial phase of mPTP opening. Rather, it could be because of more efficient scavenging of the ROS produced after initial mPTP opening and thus the prevention of an escalating cascade of further ROS-sensitised mPTP opening and injury. This may also be true for the cardioprotection offered by pyruvate [@bb0365], [@bb0370], [@bb0375] and the anaesthetic propofol [@bb0380], [@bb0385], both of which are ROS scavengers. Pyruvate exerts especially powerful cardioprotection, but this is thought to be because it not only acts as a ROS scavenger but also maintains a more acid pH during ischemia and reperfusion [@bb0370], [@bb0375].

3. Assessing the evidence that succinate-driven reverse electron flow mediates superoxide production at Complex I during reperfusion {#s0035}
====================================================================================================================================

Complex I can generate large amounts of superoxide in the matrix by two mechanisms: first, at the flavin mononucleotide (FMN) site when it is in a highly reduced state such as under conditions of high proton motive force (pmf) and low rates of ATP synthesis (State 4); second, at another less well defined site when electrons are donated to the ubiquinone (CoQ) pool by REF. The latter occurs under conditions of very high pmf, especially when the pH gradient component is large, and is caused by the highly reduced state of the CoQ pool forcing electrons back from CoQH~2~ into Complex I, thus reducing NAD^+^ to NADH at the FMN site [@bb0390], [@bb0395]. Since the proportion of the FMN in the fully reduced state is set by the NADH/NAD^+^ ratio, the former mechanism produces more ROS in the presence of rotenone whereas the latter mechanism is blocked by rotenone. Importantly, superoxide production by either mechanism will be associated with a high matrix NADH/NAD^+^ ratio and this can be measured in the intact heart using surface fluorescence as can the redox state of flavoproteins which usually follows that of the NADH/NAD^+^ ratio [@bb0400], [@bb0405]. We have monitored the rapid changes in both the NADH/NAD^+^ and flavoprotein redox state as the heart is reperfused following ischemia using real time surface fluorescence and our data do not provide any support for a role of Complex I in superoxide production in the early phase of reperfusion [@bb0035].

3.1. Time course of Complex I oxidation {#s0040}
---------------------------------------

At the onset of ischemia, both NAD(P)H and flavoproteins rapidly become totally reduced as all oxygen is consumed, and they stay reduced until reperfusion is commenced when they rapidly re-oxidise as illustrated in [Fig. 2](#f0010){ref-type="fig"}.Fig. 2Time course of changes in flavoprotein and NAD(P)H surface fluorescence in the Langendorff-perfused heart subject to ischemia and reperfusion. Surface fluorescence data (normalised as % of values at the end of ischemia) are only shown for the start of ischemia (− 30 min) and reperfusion (0 min). Data are taken from [@bb0035] where further details may be found, and are presented as means ± SEM (error bars) of 7 control and IP hearts. Significant differences between control and IP hearts calculated by unpaired *t*-test are shown by horizontal lines (\**p* \< 0.05; \*\**p* \< 0.02, \*\*\**p* \< 0.01).Fig. 2

In control and IP hearts re-oxidation of the flavoproteins was 50% complete within 5 and 15 s respectively and that of NAD(P)H at about 15 and 25 s respectively. The rapid re-oxidation is not unexpected since during ischemia ATP and creatine phosphate (CrP) are almost totally exhausted and are rapidly regenerated over the first few seconds of reperfusion [@bb0110], [@bb0410]. Indeed, oxygen consumption during the first 30 s of reperfusion is fast [@bb0035], consistent with the rapid oxidation of NADH required to fuel the increased rates of oxidative phosphorylation. However, several features of these data argue against significant superoxide production early in reperfusion. First, the highly reduced state of Complex I required for superoxide production is not maintained for more than a few seconds. Second, the pmf is unlikely to reach the high values associated with superoxide formation because of the rapid flow of protons back into the matrix through the F1Fo ATPase required for ATP re-synthesis. Third, the rate of re-oxidation of both flavoproteins and NAD(P)H is slower in IP hearts than control hearts. This does not readily fit with the proposal that IP reduces superoxide production from Complex I during early reperfusion as would be expected if superoxide is the key initial trigger for mPTP opening. This slower re-oxidation in IP hearts, and indeed the slower reduction during the onset of ischemia ([Fig. 2](#f0010){ref-type="fig"}), could reflect IP-mediated S-nitrosation of ND3 Cys39 and possibly other Complex I cysteines which inhibit its activity [@bb0120], [@bb0415], [@bb0420], [@bb0425], [@bb0430]. Another possible explanation would be that IP enhances inhibition of the mitochondrial ATP synthase by its inhibitor IF1 during ischemia, as has been observed in some studies (see [@bb0435]). This might lead to slower activation of oxidative phosphorylation and respiration during the first seconds of reperfusion. However, neither explanation would readily account for a reduction in matrix superoxide production by IP early in reperfusion.

3.2. Succinate measurements {#s0045}
---------------------------

Chouchani et al. [@bb0115] confirmed earlier observations [@bb0440], [@bb0445] that succinate concentrations increase several-fold in ischemic hearts and rapidly decrease again on reperfusion. They proposed that this loss of succinate early in reperfusion reflects its oxidation by REF that drives ROS production at Complex I. As shown in [Fig. 3](#f0015){ref-type="fig"}A, we were able to confirm that tissue succinate levels increase many-fold following 30 min ischemia of Langendorff-perfused rat hearts, but importantly we found that a similar accumulation of succinate occurs in IP hearts during ischemia [@bb0035]. Since IP hearts exhibit less oxidative stress and mPTP opening after IR than control hearts [@bb0035], [@bb0075], [@bb0080], [@bb0260], [@bb0450], [@bb0455], this is not what might be anticipated if succinate oxidation early in reperfusion drives REF and consequent ROS formation at Complex I. It should also be noted that a study published nearly twenty years ago [@bb0460] demonstrated that perfusion of hearts with succinate protected them from IR injury rather than exacerbating injury as might be predicted if succinate plays an important role in early ROS formation. Furthermore, treatment of hearts with fumarate is also cardioprotective [@bb0465], [@bb0470] as is genetic knockdown of fumarate hydratase that causes fumarate accumulation of the heart [@bb0475], and both conditions are associated with increased succinate levels. In ischemia, fumarate and thus succinate are formed during the catabolism of aspartate and glutamate and this pathway can produce some ATP *via* succinate thiokinase mediated substrate level phosphorylation. The reduction of fumarate to succinate, mediated *via* NADH oxidation through Complex 1, ubiquinone and Complex 2 may also help maintain the mitochondrial pmf during ischemia. These two effects are probably responsible for some of the cardioprotection [@bb0465], [@bb0470], [@bb0475], [@bb0480]. Fumarate may exert an additional longer term effect through stabilization of the transcriptional regulator Nrf2, perhaps involving succination of its binding partner Keap1, that enhances the transcription of protective antioxidant genes [@bb0475].Fig. 3IP does not attenuate succinate accumulation in ischemia while dimethyl malonate impairs the hemodynamic performance of the Langendorff-perfused heart.Panel A shows the succinate content (nmol per mg dry weight; mean ± SEM, *n* = 6) of freeze clamped control (CI) and IP (IPI) hearts following 30 min global ischemia; values in normoxic hearts were below our limit of detection (\< 0.5 nmol per mg). Data are taken from [@bb0035]. Panel B shows that the Rate Pressure Product (RPP) of normoxic Langendorff-perfused rat hearts was decreased by the presence of increasing concentrations of dimethyl malonate (DMM). Data are expressed as a percentage of values in the absence of DMM (29,900 ± 2800 mmHg\*beat/min) and are given as means ± SEM (error bars) of 7 hearts. Statistical significance was determined by paired Student\'s *t*-test (\**p* \< 0.01).Fig. 3

It should also be noted that the decrease in succinate observed during early reperfusion [@bb0115] was shown previously to be associated with its rapid efflux from the heart within 1--2 min of reperfusion [@bb0440] and therefore might not reflect its rapid oxidation as proposed by Chouchani et al. [@bb0115]. It is likely that the proton-linked monocarboxylate carrier, MCT1, which is highly expressed in the heart [@bb0485], facilitates this efflux of succinate since the intracellular pH drops to \< 6.5 in the ischemic heart [@bb0490] and this will convert \> 10% of succinate (pK~a2~ = 5.64) to its monocarboxylate form. It is known that short-chain substituted monocarboxylates are good substrates for MCT1 [@bb0495], and we have confirmed this to be the case for the monocarboxylate form of succinate by studying its uptake into *Xenopus laevis* oocytes expressing MCT1 as shown in [Fig. 4](#f0020){ref-type="fig"}. Significant proton-linked succinate transport was observed at pH 6.0, where 30% of succinate is in its monocarboxylate form, and this was blocked by AR-C155858, a specific and potent MCT1 inhibitor [@bb0500], whereas no detectable transport was observed at pH 7.4 where \< 2% of succinate is present in its monocarboxylate form.Fig. 4Succinate is transported by MCT1 as the monocarboxylate anion.MCT1 was expressed in *Xenopus laevis* oocytes proton-linked monocarboxylate transport measured in real time using the pH-sensitive fluorescent dye BCECF as described previously [@bb0500]. Panel A shows that 30 mmol/L [l]{.smallcaps}-lactate (L) is transported into and out of *Xenopus laevis* oocytes expressing MCT1 at both pH 7.4 and 6.0 but not control oocytes. By contrast, 30 mmol/L succinate (S) is only transported after the external pH has been decreased to 6.0 consistent with its transport as a monocarboxylate (*i.e.* in the monoprotonated form). Panel B shows that transport of both succinate and [l]{.smallcaps}-lactate at pH 6.0 is blocked by prior exposure of the oocyte to 1 μmol/L AR-C155858, a specific MCT1 inhibitor [@bb0500].Fig. 4

3.3. Cardioprotective effects of succinate dehydrogenase inhibition {#s0050}
-------------------------------------------------------------------

Additional evidence provided by Chouchani et al. to support the importance of succinate oxidation for ROS production in early reperfusion was the demonstration that inhibition of succinate dehydrogenase (SDH) by malonate (generated from membrane-permeable dimethyl malonate -- DMM) reduced ROS production in both isolated cardiomyocytes and hearts subject to IR [@bb0115]. In cardiomyocytes subjected to simulated IR the authors showed that DMM caused a significant decrease in ROS after 2 min "reperfusion". However, they employed DHE as a ROS probe, which, as discussed earlier, is now recognised to be unreliable [@bb0150], [@bb0170], [@bb0175]. Moreover, as noted above, simulated IR in cardiomyocytes does not accurately reproduce the situation in the whole heart subject to IR. In an *in vivo* mouse model of reperfusion, Chouchani et al. showed that DMM decreased infarct size which confirms earlier studies that employed 3-nitropropionate [@bb0505], [@bb0510] and diazoxide [@bb0515], [@bb0520], [@bb0525], [@bb0530], [@bb0535] to inhibit succinate dehydrogenase. Although the authors used both mitoB and aconitase activity to show that DMM reduced matrix superoxide levels, these measurements were made after 15 min of reperfusion [@bb0115]. Thus, they may well reflect events occurring after mPTP opening and be secondary to cardioprotection mediated by DMM through other mechanisms. One such mechanism would be inhibition of flux through the citric acid cycle which utilises SDH as an essential component. This would lead to an impairment of both fatty acid and carbohydrate oxidation which might compromise the energy status of the heart. Indeed, as discussed more fully below, cardioprotection can be induced by a range of other agents and protocols that compromise the energy status of the heart, including a range of respiratory chain inhibitors [@bb0540], uncouplers [@bb0545] and transient ischemia on reperfusion (post-conditioning) [@bb0550]. Furthermore, as shown in [Fig. 3](#f0015){ref-type="fig"}B, we have demonstrated that in the Langendorff-perfused heart, treatment with DMM, at similar concentrations to those employed by Chouchani et al. [@bb0115], does lead to a progressive reduction in the rate pressure product (RPP) as the DMM concentration increased. This is entirely consistent with DMM mediating its cardioprotective effects through bioenergetic compromise.

3.4. Cardioprotective effects of Complex I inhibitors {#s0055}
-----------------------------------------------------

Several studies have demonstrated that inhibiting Complex I during ischemia can reduce ROS formation and IR injury. This is the case for rotenone [@bb0555], amobarbital [@bb0540], [@bb0560], [@bb0565], [@bb0570], metformin [@bb0575], [@bb0580], [@bb0585], [@bb0590] and most recently by S-nitrosation of ND3 on Complex I mediated by the mitochondrial-targeted mitoSNO [@bb0120], [@bb0595]. It has been argued by Murphy, Kreig and colleagues that the cardioprotective effect of Complex I inhibition reflects inhibition of ROS production at Complex I [@bb0125], [@bb0130]. However, a range of other agents and protocols that compromise the energy status of the heart through diverse mechanisms have been shown to be cardioprotective. These include uncouplers of oxidative phosphorylation [@bb0545], [@bb0600], F~1~F~o~ ATP synthase inhibitors such as oligomycin and aurovertin [@bb0605], and the adenine nucleotide translocase (ANT) inhibitors atractyloside and bongkrekic acid [@bb0520], [@bb0525], [@bb0530], [@bb0535], [@bb0610], [@bb0615]. In addition, transient ischemia on reperfusion (known as post-conditioning) is a well-established cardioprotective protocol [@bb0550], [@bb0620] and is associated with impaired respiration and slower restoration of intracellular pH during reperfusion. In all these cases the heart is forced to generate ATP by glycolysis producing lactic acid which will result in a low intracellular pH being maintained for longer during the early stages of reperfusion. Opening of the mPTP is inhibited at pH values below 7 [@bb0025] and maintaining the mPTP in a closed state for longer during early reperfusion may allow restoration of ionic homeostasis, preventing calcium overload and thus an escalating cascade of mPTP opening, ROS production and injury so accounting for cardioprotection [@bb0005], [@bb0625].

4. Succinate stimulates ROS production following mPTP opening {#s0060}
=============================================================

As noted above, increased superoxide production can occur as a consequence of mPTP opening and this may lead to further mPTP opening in adjacent mitochondria [@bb0030], [@bb0035]. Thus an alternative explanation for the decreased ROS production caused by DMM treatment of both isolated cardiomyocytes subject to simulated IR and in the *in vivo* ischemic reperfused hearts [@bb0115] would be that succinate enhances ROS production after, rather than before, mPTP opening. In [Fig. 5](#f0025){ref-type="fig"} we demonstrate that this is the case. Isolated heart mitochondria were energised with glutamate + malate in the presence (GMS) or absence (GM) of succinate and continuous measurements made of light scattering (LS), mitochondrial membrane potential (Δψ), extramitochondrial \[Ca^2 +^\] and production of hydrogen peroxide (rapidly formed from superoxide by SOD) as described previously [@bb0035]. As noted by others [@bb0630], [@bb0635], [@bb0640], hydrogen peroxide production before Ca^2+^ addition was greatly enhanced by succinate and this has been shown to involve superoxide production at both Complex I and SDH. Sequential additions of 100 μM Ca^2+^ were rapidly taken up by the mitochondria with a progressive reduction in both Δψ and the rate of hydrogen peroxide production until the mPTP opened (rapid and total loss of Δψ, release of accumulated Ca^2+^ and a large LS decrease). Hydrogen peroxide production then increased once more, confirming the increased superoxide production that occurs after mPTP opening. This may reflect the loss of cytochrome *c* and NADPH from the mitochondria, both of which are important for ROS scavenging [@bb0030], [@bb0110]. Importantly, even after mPTP opening, rates of hydrogen peroxide production were considerably greater when succinate was present than in its absence as shown in [Fig. 5](#f0025){ref-type="fig"}B. Very recent data from Weiss\'s laboratory have also confirmed that succinate increases ROS production in heart mitochondria following mPTP opening [@bb0645]. This ROS was shown to be produced primarily at Complex II but might also involve Complex III if this were damaged during ischemia [@bb0650].Fig. 5The \[Ca^2+^\]-sensitivity of mPTP opening in isolated heart mitochondria is reduced by succinate despite greater ROS production both before and after pore opening. Panel A shows the effects of sequential additions of Ca^2+^ (100 μmol/L) on isolated rat heart mitochondria incubated with 5 mmol/L [l]{.smallcaps}-glutamate + 2 mmol/L [l]{.smallcaps}-malate (GM) or GM plus 5 mmol/L succinate (GMS) on mPTP opening and ROS production. Opening of the mPTP was detected as a loss of Δψ (Rhd-123 fluorescence increase) or accumulated Ca^2+^ (Fura-FF fluorescence increase) and a decrease in LS while ROS production was monitored using Amplex Red in a parallel experiment on the same mitochondria. Further details may be found elsewhere [@bb0035]. Panel B presents mean rates of ROS production (± SEM of 6 different mitochondrial preparations) before Ca^2 +^ addition, after the penultimate Ca^2+^ addition and following pore opening.Fig. 5

Another important aspect of the data we present in [Fig. 5](#f0025){ref-type="fig"}A is that many more additions of Ca^2+^ were required to induce mPTP opening in the presence of succinate than its absence, despite succinate inducing much higher rates of hydrogen peroxide production. These data are in agreement with those obtained by others using skeletal muscle mitochondria [@bb0655] and suggest that succinate oxidation may actually protect against mPTP opening despite the greater ROS production. This casts further doubt on the proposal of Chouchani et al. [@bb0115] that succinate induced ROS production is a critical mediator of IR injury but is supportive of earlier studies in which succinate was found to be cardioprotective [@bb0460].

5. Alternative triggers for mPTP opening early in reperfusion {#s0065}
=============================================================

Our review of the available evidence leads us to conclude that it is unlikely that an increase in matrix superoxide production at Complex I, driven by REF from succinate, is the critical trigger for mPTP opening in the initial phase of reperfusion. Rather, we suggest that the majority of ROS are produced later in reperfusion and that this occurs as a consequence of mPTP opening. This helps to drive a progressive cascade of damage to the cardiomyocytes, including further mPTP opening and ROS production as well as damage to proteins involved in ionic homeostasis and calcium handling [@bb0660]. The result is an expanding area of necrotic cell death that forms the infarct. If this conclusion is correct then there must be other factors that trigger the initial mPTP opening and that can be attenuated by cardioprotective protocols such as IP. We consider some of these below.

5.1. The role of Ca^2 +^ {#s0070}
------------------------

It is well established that calcium acts as an essential trigger for mPTP opening and that many other factors that enhance pore opening do so by increasing its sensitivity to \[Ca^2+^\] [@bb0005], [@bb0060]. Increases in matrix \[Ca^2+^\] have been demonstrated previously in both cardiac myocytes [@bb0665] and perfused hearts [@bb0670] subject to ischemia and reperfusion. We have recently confirmed that increases in mitochondrial \[Ca^2+^\] can be detected in the Langendorff-perfused heart after 30 min ischemia and 90 s of reperfusion [@bb0035]. It seems probable that this increase in matrix \[Ca^2+^\] is important for mPTP opening since hearts of mice with an adult cardiomyocyte-specific deletion of the mitochondrial calcium uniporter (MCU) were shown to exhibit reduced IR injury [@bb0675], [@bb0680]. These data confirmed earlier reports that the MCU inhibitors ruthenium red and Ru360 are cardioprotective [@bb0685], [@bb0690]. Furthermore, mice with heart-specific deletion of the mitochondrial Na^+^/Ca^2+^ exchanger (NCLX), which is responsible for most Ca^2+^ efflux from the matrix of heart mitochondria, experienced substantial mitochondrial Ca^2+^ overload. This was accompanied by increased generation of superoxide and necrotic cell death in the heart and led to death of the mice within a few days. However, the mice survived considerably longer if mitochondrial permeability transition pore activation was attenuated by additional knockout of Cyp-D. Conversely, overexpression of NCLX in the mouse heart enhanced mitochondrial Ca^2+^ efflux, prevented opening of the mPTP and protected against ischemia-induced cardiomyocyte necrosis and heart failure [@bb0695].

These data all confirm the importance of increased matrix \[Ca^2+^\] in triggering the mPTP opening that leads to increased ROS production and damage to the heart. However, we found no evidence that the cardioprotection afforded by IP was accompanied by any attenuation of this early rise in matrix \[Ca^2+^\], although IP did prevent the calcium overload that occurred later in reperfusion [@bb0035]. We confirmed that this later calcium overload was secondary to mPTP opening by demonstrating that it was prevented by pre-treatment of the hearts with CsA, a well-established mPTP inhibitor [@bb0035]. Others have come to a similar conclusion using an isolated myocyte model of IR [@bb0700]. It seems likely that the calcium overload induced by the initial phase of mPTP opening may act in conjunction with the parallel increases in ROS to cause additional mPTP opening in adjacent "unopened" mitochondria. This may mediate a progressive cascade of further ROS production and mPTP opening that will lead to a spreading area of necrotic cell death to form the infarct as discussed above. Indeed, waves of \[Ca^2+^\] and ROS that precede mPTP opening have been observed by confocal microscopy in the intact contraction-inhibited heart subject to hypoxia and re-oxygenation [@bb0705].

Overall, we conclude that, although IP attenuated the secondary calcium overload that follows mPTP opening, consistent with its ability to inhibit mPTP opening [@bb0035], [@bb0260], [@bb0450], [@bb0455], its inability to prevent the increase in matrix \[Ca^2+^\] that occurs in the first 90 s of reperfusion [@bb0035] implies that another factor must play a critical role in regulating this first phase of mPTP opening. One possible candidate is mitochondria-bound hexokinase 2 (HK2) whose extent of dissociation from mitochondria during ischemia correlates with infarct size and is prevented by IP [@bb0135], [@bb0140], [@bb0145].

5.2. The role of mitochondria-bound hexokinase 2 {#s0075}
------------------------------------------------

It has been known for many years that both hexokinase 1 (HK1) and hexokinase 2 (HK2) can bind to mitochondria and that such binding may play an important role in the regulation of hexokinase activity and thus of glucose metabolism [@bb0135], [@bb0710], [@bb0715]. However, more recently evidence has emerged that binding of these enzymes to the outer mitochondrial membrane (OMM) may also decrease apoptosis mediated by members of the Bcl2 family and antagonise mPTP opening [@bb0140]. Cardiac myocytes express both HK1 and HK2 and both bind to the OMM through an N-terminal hydrophobic domain but a significant proportion of HK2 is present in the cytosol [@bb0720], [@bb0725]. The extent of HK2 binding to mitochondria depends on the prevailing metabolic conditions with high concentrations of glucose-6-phosphate (G-6-P) favouring HK2 dissociation [@bb0715], [@bb0730]. Zuurbier and colleagues demonstrated a progressive loss of bound mitochondria-bound HK2 during ischemia of the heart [@bb0735] and we confirmed this, showing substantial loss of mitochondrial HK2, but not HK1, after 30 min global ischemia [@bb0740]. This was associated with a loss of cytochrome *c* from mitochondria suggesting enhanced permeability of the OMM. Furthermore, IP prevented both the dissociation of HK2 and the loss of cytochrome *c* [@bb0110] and also decreased the calcium sensitivity of mPTP by isolated mitochondria [@bb0080]. By manipulating the metabolism of the perfused heart prior to ischemia we were able to demonstrate [@bb0110] that there was a very strong inverse correlation between the amount of HK2 remaining bound to mitochondria at the end of ischemia and the infarct size after 120 min of reperfusion as shown in [Fig. 6](#f0030){ref-type="fig"}.Fig. 6The extent of HK2 dissociation from mitochondria during ischemia is strongly correlated with infarct size following reperfusion. HK activity was measured in mitochondria isolated after 30 min ischemia and the infarct size after 2 h reperfusion. The changes in HK activity was confirmed to be due exclusively to HK2 dissociation by Western blotting. The pre-treatments used to modify HK2 binding at the end of ischemia were: Control (CP), ischemic preconditioned (IP) and perfusion with acetate (Ac), high \[Ca^2+^\] (CaC) or high glucose (HG) with or without IP. Data are taken from [@bb0110].Fig. 6

We have also shown that the increased susceptibility to IR of hearts from high fat fed mice is associated with less mitochondrial bound HK2 [@bb0745] while others have demonstrated that hearts from HK2^+/−^ mice have reduced HK2 content and are more sensitive to IR injury [@bb0750]. As such HK2 binding to mitochondria behaves in a manner that would be expected of a key factor involved in determining the extent of mPTP opening and IR injury. Thus, HK2 dissociation from mitochondria during ischemia will enhance cytochrome *c* release and predispose the mPTP to open early in reperfusion under conditions of increased matrix \[Ca^2+^\]. By preventing this HK2 dissociation from mitochondria during ischemia, IP prevents both cytochrome *c* loss and mPTP sensitisation thus accounting, at least in part, for its cardioprotective effect. Very recent data from Zuurbier\'s laboratory have provided further evidence in support of this hypothesis. Rat hearts were perfused with low concentrations (200 nM) of a membrane permeable peptide (TAT-HKII) that dissociates bound HK2 from mitochondria and which was without significant effect on normoxic hearts. However, after 15 min ischemia, when reperfusion of control hearts caused only reversible injury (impaired hemodynamic function), the presence of the TAT-HKII peptide caused irreversible injury (lactate dehydrogenase release) [@bb0755].

Possible mechanisms by which IP may attenuate HK2 dissociation from mitochondria during ischemia have been comprehensively reviewed elsewhere [@bb0140] and are only briefly summarised here. Attenuation of the ischemia-induced increase in \[G-6-P\] and decrease intracellular pH are critical, and reflect decreased glycogen levels prior to ischemia [@bb0760], [@bb0765], [@bb0770]. Additional signalling pathways have also been proposed including translocation of PKCε to the mitochondria where it may phosphorylate VDAC1 to increase HK2 binding [@bb0775], although we were not able to confirm this [@bb0080]. GSK3β and Akt have also been implicated in IP [@bb0780], [@bb0785]. Indeed, it has been proposed that the mechanisms of many cardioprotective regimes converge to phosphorylate and inhibit GSK3β whose activity promotes mPTP opening [@bb0790], [@bb0795]. Interestingly, Akt has also been reported to phosphorylate Thr^473^ of HK2 directly with the result that its binding to mitochondria in cardiomycoytes is enhanced while its sensitivity to dissociation by increased concentrations of G-6-P is reduced [@bb0800], [@bb0805]. However, others have reported that neither Akt stimulation with insulin nor genetic ablation of VDAC isoforms 1 and 3 affect cell death induction by HK2 dissociation [@bb0720]. Furthermore, insulin, a potent activator of the Akt pathway, is not cardioprotective unless added during reperfusion [@bb0790]. Indeed, we found that pre-ischemic treatment of hearts with insulin in place of the IP protocol caused Akt and GSK3β phosphorylation to increase several-fold yet no cardioprotection was observed [@bb0080] while others have reported that such treatment may even suppress cardioprotection by IP [@bb0810]. Nor were we able to detect significant IP-mediated changes in phosphorylation of any mitochondrial proteins (including VDAC and HK2) [@bb0080]. Whatever the exact mechanisms(s) underlying the regulation of HK2 binding to mitochondria, the very strong inverse correlation between the extent of its binding at the end of ischemia with the extent of damage (infarct size) following reperfusion ([Fig. 6](#f0030){ref-type="fig"}) suggests that it may play a key role in cardioprotection. An attractive feature of this proposal is that it provides a plausible explanation of how, by converging on HK2 binding to mitochondria, a diverse range of known cardioprotective protocols with distinct signalling pathways can inhibit mPTP opening on reperfusion and so reduce IR injury.

5.3. The role of mitochondrial contact sites and cristae morphology {#s0080}
-------------------------------------------------------------------

The mechanism(s) that link(s) HK2 binding to mPTP opening remain uncertain, but an attractive hypothesis for which there is increasing evidence is that HK2 binding modulates the interaction between the inner mitochondrial membrane (IMM) and the OMM. Dissociation of HK2 is proposed to alter the mitochondrial morphology and cristae structure in such a way as to increase OMM permeability to cytochrome *c* and sensitise mPTP opening to matrix \[Ca^2+^\] [@bb0140]. The presence of "contact sites" between the IMM and OMM, where the two membranes interact closely, was first revealed by freeze-fracture of mitochondria and were shown to be dynamic structures which are affected by the metabolic status of mitochondria [@bb0815], [@bb0820]. Several proteins have been implicated in their formation including VDAC, ANT and, when present, HK1, HK2 and creatine kinase (CK) [@bb0820], [@bb0825]. Originally thought to function primarily to enhance the transfer of ATP from the matrix to the cytosol [@bb0815], contact sites were subsequently implicated in the regulation of OMM permeability and mPTP opening [@bb0830]. We presented evidence that destabilisation of contact sites may facilitate opening of cristae junctions and thus access of cytochrome *c* within the cristae to the permeation pathways in the OMM, and also increase the sensitivity of the mPTP towards \[Ca^2+^\] [@bb0835]. HK2 binding stabilises contact sites [@bb0840], [@bb0845] and thus it would be predicted that the loss of HK2 during ischemia might lead to contact site breakage. In the perfused heart, there is good evidence that this is the case since operation of the creatine phosphate (CrP) shuttle, which involves the interaction of the ANT, CK and VDAC at contact sites, is impaired following ischemia [@bb0850] but less so following IP [@bb0110], [@bb0855]. Furthermore, using a variety of preconditioning stimuli to modify mitochondrial HK2 binding at the end of ischemia we confirmed that maintenance of contact sites during ischemia, as reflected in the recovery of CrP and hemodynamic function on reperfusion, was greatest in hearts with the highest mitochondrial HK2 binding [@bb0110]. The importance of contact sites in protecting mitochondria from mPTP opening is also consistent with the observation that knockout of CK, whose presence stabilises contact sites [@bb0860], makes hearts more sensitive to IR injury [@bb0865]. In addition, liver mitochondria from mice genetically modified to express mitochondrial CK (which is normally absent in liver) demonstrated a 3-fold increase in the number of contact sites as observed by EM [@bb0860], and were more resistant to mPTP opening by calcium [@bb0870].

Bcl-2 family members may also associate with the OMM at contact sites, possibly binding to VDAC [@bb0710], [@bb0875], [@bb0880], [@bb0885]. These proteins can influence both OMM permeability and mPTP activity (see [@bb0890], [@bb0895], [@bb0900]) and Bcl-xL has been shown to be lost from heart mitochondria during ischemia, perhaps leading to unmasking of pro-apoptotic members of the Bcl-2 family such as Bax and Bak that are already in the OMM [@bb0110]. Furthermore, adenovirus-mediated Bcl-xL gene transfer has been reported to protect hearts from IR injury [@bb0905] while hearts from mice in which both Bax and Bak have been knocked out are also protected from IR [@bb0910]. The activity of members of the Bcl-2 family can also be regulated by phosphorylation, as well as by proteolysis and translocation (see [@bb0890], [@bb0895], [@bb0900]) and this may provide yet further mechanisms by which preconditioning can attenuate OMM permeabilisation and mPTP opening in conjunction with its enhancement of HK2 binding. So too may the HK2-regulated oligomerisation of VDAC1 in the OMM that has recently been proposed as a pathway for cytochrome *c* release in apoptosis [@bb0880], [@bb0915]. Indeed, inhibitors of this process have been developed that prevent selenite-induced apoptosis and the associated cytochrome *c* release, ROS formation, mitochondrial depolarization and calcium overload [@bb0920]. Significantly this is accompanied by prevention of HK dissociation from the mitochondria and the authors propose that HK binding to VDAC1 prevents its oligomerization. This provides another plausible explanation for the relationship between mitochondrial HK binding and resistance to apoptosis and mPTP opening.

5.4. The role of mitochondrial fission {#s0085}
--------------------------------------

There may also be a link between contact site stability, mitochondrial cristae morphology and mitochondrial fission [@bb0140]. Thus the release of cytochrome *c* from the intermembrane space during apoptosis, which is associated with mitochondrial fission, involves changes in mitochondrial cristae morphology allowing the cytochrome *c* within the cristae to gain access to the permeabilised OMM [@bb0900]. A key player in mitochondrial fission is the GTPase Dynamin-related protein 1(Drp1) [@bb0900], [@bb0925] which must be recruited to the OMM. Importantly, mitochondria have been reported to undergo fission during ischemia of the perfused heart and this might be a critical factor in inducing the observed cytochrome *c* release [@bb0930]. Furthermore, inhibiting Drp1 activity with the inhibitor Mdiv-1 [@bb0930], [@bb0935], [@bb0940], [@bb0945] or transgenic expression of a dominant negative form of Drp1 [@bb0950] was found to reduce infarct size following IR. This was accompanied by preserved mitochondrial morphology, reduced mitochondrial ROS production and improved hemodynamic function [@bb0945]. Another attractive feature of Drp1 is the complex regulation of its translocation to and from mitochondria. Drp1 can be phosphorylated on either Ser^616^ or Ser^637^ by different protein kinases but only the former promotes its translocation to mitochondria [@bb0945]. Interestingly, the kinase responsible for Ser^616^ phosphorylation is PKCδ which becomes active during ischemia [@bb0955]. Similarly, Ser^637^ is phosphorylated by PKA that is active after pre-conditioning or TP [@bb0105] and promotes Drp1 dissociation from mitochondria. Thus, in a similar manner to HK2, it would seem possible that Drp1 can also act as a common locus that links different responses to IR and mitochondrial fate. Furthermore, Drp1 has been shown to associate with mitochondria during ischemia [@bb0935], [@bb0960], [@bb0965] and to facilitate calcium flux and cristae remodeling during apoptosis [@bb0970] in an Mid49/51-dependent and OPA1-independent fashion [@bb0975]. It is possible that the opposite translocation of Drp1 and HK2 during ischemia and cardioprotective regimens may reflect a shared but competing binding region on the OMM. Indeed, very recent studies in neonatal cardiac myocytes have demonstrated a reciprocal interaction between Drp1 and HK2 binding to mitochondria [@bb0980]. Treatment of the myocytes with 100 μM palmitic acid for 2 h enhanced Drp1 binding to mitochondria while reducing HK2 binding, and this was associated with increased mPTP opening and ROS and \[Ca^2+^\] levels. Treatment with 2-deoxy-glucose also reduced mitochondrial HK2 binding while promoting Drp1 translocation to mitochondria. Furthermore, knockdown of Drp1 using siRNA prevented the loss of HK2 induced by palmitic acid as did increasing Drp1 phosphorylation by Akt activation which also prevented the mPTP opening and the associated increases in \[ROS\] and \[Ca^2+^\].

6. Conclusions {#s0090}
==============

Our own data together with a critical analysis of the published data of others lead us to conclude that it is unlikely that significant superoxide production in the mitochondrial matrix, driven by succinate-fuelled REF, occurs in the early phase of reperfusion (*i.e.* the first 2 min). Hence we suggest that this mechanism is unlikely to be a critical mediator of IR injury. Rather we would argue that the evidence favours the initial phase of mPTP opening being triggered by factors other than matrix ROS while the large increase in ROS seen later in reperfusion occurs as a consequence of mPTP opening. This secondary rise in ROS may play an important role in causing an escalating cascade of mPTP opening that leads to a spreading wave of necrotic cell death and the formation of the infarct. An important stimulus for the first phase of mPTP opening is likely to be the observed increase in mitochondrial matrix \[Ca^2+^\] during ischemia and early reperfusion. However, it cannot be the only trigger because the increase in \[Ca^2+^\] is not attenuated by IP, yet IP inhibits mPTP opening and provides cardioprotection. A promising additional candidate for regulating the initial phase of mPTP opening is mitochondrial bound HK2 which dissociates from the mitochondria during ischemia, but not following IP. Dissociation of bound HK2 is associated with an increase loss of cytochrome *c* from the mitochondria during ischemia and an enhanced sensitivity to mPTP opening. This provides an explanation of the very close correlation between the extent of HK2 loss from mitochondria during ischemia and the extent of injury (infarct size) on subsequent reperfusion. The mechanisms linking HK2 dissociation to OMM permeabilisation, cytochrome *c* release and mPTP sensitisation remain to be fully established but the available evidence implicates several related processes: the stability of contact sites between the inner and outer membranes, cristae morphology and VDAC1 oligomerisation. This is illustrated diagrammatically in [Fig. 7](#f0035){ref-type="fig"}. The involvement of these interacting processes provides potential loci for the established effects on IR injury of mitochondrial fission proteins such as Drp1 (knockout/inhibition is cardioprotective), members of the Bcl-2 family such as Bcl-xL, whose overexpression is cardioprotective, and Bax and Bak whose knockout is cardioprotective, and proteins enhancing contact site formation such as HK2 and mitochondrial CK whose knockout enhances damage. However, further work will be required to test this hypothesis and elucidate the underlying mechanisms that link these processes to the regulation of mPTP opening and the development of IR injury.Fig. 7Proposed sequence of events in ischemia and reperfusion that lead to mPTP opening and reperfusion injury and their attenuation by IP. This scheme is a slightly modified version of those presented previously [@bb0035], [@bb0140].Fig. 7
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